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Abstract
Background: According to the Center for Disease Control (CDC), Type 2 Diabetes Mellitus
(T2DM) is a significant epidemic health problem worldwide. Furthermore, with the generality of
T2DM-associated complications increasing, individuals living with chronic diseases must be
competent in self-management to prevent long-term complications (CDC, 2021). Therefore, this
Project Investigator aims to decrease the reported home glycemic control and improve diabetes
self-management education among African American individuals in rural healthcare using the
DSMEP tool.
Purpose: The purpose of the DNP project was to implement and assess the Diabetes SelfManagement Education Program (DSMEP) effect on African American individuals in the rural
health care setting living with T2DM. The goals were to improve knowledge and blood glucose
control to decrease long-term complications with T2DM.
Methods: Using the Iowa Model, this quality improvement project was implemented in rural
healthcare to provide DSMEP for African American individuals with T2DM. The project
investigator conducted four weeks of follow-ups via phone calls to collect data and answer
questions focusing on diabetes self-management, diet, and exercise.
Results: Ten African American individuals with T2DM, ages ranging from 37-75 years old,
participated in the implementation of improving glycemic control in a rural health care setting.
Participants' average blood glucose level decreased by 12.6% after the diabetes self-management
education program.
Conclusion: The data gathered indicated that patient-centered DSMEP is a practical
implementation via telehealth coaching for increasing knowledge and self-management for T2DM
among African American individuals in a rural health care setting.
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Keywords: diabetes self-management, diabetes education, glycemic control, African
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Implementation of a Diabetes Self-Management in the Rural Health Care Setting to
Improve Glycemic Control in the African American Adult Population
The purpose of this Project Investigator (PI) project is to identify the effectiveness of a
quality initiative (QI) to improve glycemic control, utilizing the Diabetes Self-Management
Education Program (DSMEP) intervention among African American individuals with type 2
diabetes mellitus (T2M). The DSMEP is an interactive, collaborative, and continuing process
through which individuals with or at substantial risk for prediabetes or T2DM obtain knowledge
and skills to change behavior effectively and self-manage the diseases to decrease long-term
conditions. The activity of the DSMEP integrates the individual's needs, realistic goals, and life
encounters and is guided by evidence-based practices. The intervention project will be in a rural
health care facility in the Southeastern region, which serves a majority population of African
American individuals. The burden of T2DM affecting African American communities is
increasing every year. African American individuals living with diabetes in rural communities
are three times higher than any other race to have lower extremity amputation due to lack of
uncontrolled blood glucose. Individuals with diabetes should understand the importance of
glycemic control, medication adherence, nutrition, exercise, and foot care to prevent long-term
complications (NCCDPH, 2022). The DSME has been proven by the American Diabetes
Associate (ADA), such as a method of action facilitating behavioral Change to increase
knowledge of self-care for better health outcomes (ADA, 2019).
Background
In the United States, diabetes affects an estimated 34.2 million people (about twice the
population of New York) and is rated the 7th leading cause of death (CDC, 2021). Those
diagnosed each year with T2DM ages range from forty-five to seventy-five. The number of
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adults newly diagnosed with diabetes has doubled over the last 20 years. In 2019 on average,
diabetes costs $327 billion (about $1,000 per person in the US) to treat people, lost work, and
wages (Center for Disease Control and Prevention, 2020). Diabetes is a chronic disease and
abnormally high blood glucose that affects how the body uses blood glucose when the body does
not produce enough or has resistance to the action of insulin. When one has diabetes, your body
either does not make enough insulin or cannot process the insulin it does make. Once the
pancreas does not produce enough insulin or the cells stop responding to insulin, it causes insulin
to stay in the bloodstream. Over time, diabetes can cause nephropathy, retinopathy, neuropathy,
lower-limb amputations, and cardiovascular disease (NIDDK, 2020). According to the literature
review, there is no cure for diabetes. There are measures that individuals can use to manage it,
such as adherence to medication, diet, exercise, glucose control, follow-up appointments, and
attending diabetes education programs (Center for Disease Control and Prevention, 2020).
Consequently, 114 million people are at considerable risk of developing complications
from this chronic disease. Research has shown that regulated glycemic control decreases longterm complications associated with uncontrolled blood glucose, including blindness, kidney
disease, cardiovascular/ heart attack, strokes, neuropathy, and lower-limb amputations (ADA,
2018). The American Diabetes Association (ADA, 2018) endorses that those diagnosed with
T2DM intend to maintain a hemoglobin A1c level of under 7%. Systematic glycemic control and
keeping track of hemoglobin A1c levels can decrease the high-risk complications of T2DM. The
primary care providers must manage patients living with T2DM. However, controlling this
chronic disease in this rural setting is often difficult, partly because primary care providers are
restricted on time consumed with patients according to the national standards for Diabetes SelfManagement Education Program (DSMEP) (Him et al., 2021). Individuals with diabetes should
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engage in diabetes self-management education sessions to facilitate the realization and expertise
in diabetes self-management (ADA, 2019).
Benefits of Diabetes Self-Management Education Program
The overarching aims of this project are to improve glycemic control in African
American individuals living with T2DM in rural communities and self-management skills with
the utilization of a diabetes self-management education program (DSMEP). With the use of
mobile apps, text messaging, and telehealth of innovative approaches to manage diabetes,
planning to provide these assets to individuals in the rural healthcare setting will help in diabetes
self-management, enhance health outcomes, and decrease the trammel that uncontrolled diabetes
has on rural individuals living in rural communities (Bassi et al., 2021). The main point of
education lies within the scope of the primary care providers as an expected constituent of care to
be provided (ADA, 2018). The DSMEP contoured into this form given the purpose and
procedure for quality improvement. No experimental drugs were attempted on this set of
individuals outside the principality of standard care.
Diabetes Self-Management Education Program (DSMEP)
The DSMEP is a participant-centered education program developed to educate African
American individuals with T2DM on the suitable self-management of their glycemic control
through medication adherence, nutrition, exercise, and knowledge of the potential complications
of uncontrolled diabetes. The DSMEP, supported by the American Diabetes Association (2019),
has displayed the competence to deliver positive outcomes and has been significant control
among individuals living with T2DM (ADA, 2019).
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Needs Analysis
The burden of T2DM affecting minority communities is increasing every year. The latest
research shows a global prevalence of 425 million people living with diabetes in 2017 but will
increase to 629 million by 2045. Diabetes is a chronic multifactorial disorder connected with
hyperglycemia risk factors (Forouhi & Wareham, 2019). African American individuals living
with diabetes in underserved communities are three times higher than any other race to have
lower extremity amputation due to a lack of education about the chronic disease process. Self–
management care for diabetes type 2 is crucial for maintaining blood glucose control and
adherence to medication regimen and daily foot care to prevent ulcers leading to lower limb
amputation (Ugwu et al., 2019).
Problem Statement
The purpose of this quality initiative project was to implement this intervention which
will be guided by the following PICOT question to determine the practical effect of using the
DSMEP tool; In African American individuals with T2DM (P), does the ADA Diabetes SelfManagement Education Program (DSMEP), delivered face-to-face (I), compared to traditional
patient education (C), leading to a decrease in reported home glycemic control (O), over four
weeks (T)? The rural health care facility where this project was implemented currently has no
conclusive protocol to guide DSMEP care. This project aims to implement the DSMEP to
determine its effectiveness with African American adults living with T2DM in rural communities
(Urban et al., 2021). Furthermore, according to American Diabetes Association (ADA), diabetes
self-management education and support is an analytic element of care for everyone living with
diabetes (ADA, 2019). Therefore, I aim to decrease the reported home glycemic control and
improve self-management care in rural communities at considerable risk for long-term
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complications using the DSMEP tool. Individuals living with diabetes need to understand that
T2DM is a disease that can be prolonged or prevented through proper education and willmindedness to change their behavior. DSMEP will encourage changes in behaviors, including
lifestyle mitigation, monitoring glucose levels, healthy coping skills, medication adherence,
physical exercise, proper diet, and problem-solving for better self-care (McGlinchey, 2018).
Aims and Objectives
The overarching aims of this project are to:
1) To improve glycemic control in African American adults living with T2DM in rural
communities.
a. Improve knowledge of DSMEP tool to decrease glucose levels.
2) Improve patient's self-care knowledge of glycemic management in a rural health care setting
in 4 weeks post-intervention.
a. Improve self-management independence as measured by the DSMEP tool to achieve
an average 90% minimum glucose control average in four weeks.
Review of Literature
A search for the evidence was conducted by accessing websites and databases: PubMed,
ADA, Google Scholar, and CINAHL databases using the MeSH terms: African Americans, selfmanagement, rural health care, Diabetes Self-Management Education Program, and T2DM.
Search criteria were limited to research on human participants within the past ten years. The only
peer-reviewed journals selected were those written in English format. African American
individuals are more likely to be diagnosed with T2DM than White individuals. Therefore, the
prevalence of T2DM has led to burdensomeness among African American individuals (ADA,
2021). A thorough literature evaluation should be directed to assist with the link between
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collaboration in diabetes self-management education programs and improving glycemic control
in patients living with T2DM. The PI aimed to analyze African American individuals within a
rural healthcare setting data to determine the overall disease self-management of a specimen of
T2DM individuals. Therefore, while facilitating issues among this population need to be
addressed, implementing DSMEP strategies is a considerately acceptable behavioral change to
achieve self-control (Mongols, 2021).
The following key terms were used in CINAHL: diabetes self-management, diabetes
education, glycemic control, and African Americans in outpatients results total was 828 potential
sources which were narrowed to 7 of the topics. After reviewing the evidence-based literature,
participants educated within DSMEP showed increased self-knowledge and glucose control after
six months (Steinhardt et al., 2015). Recourses were eliminated due to the irrelevance of contents
and exclusions. The data collected and analyzed post-test was feasibility with promising hope for
better health outcomes. The following key terms were used in PubMed: diabetes selfmanagement, diabetes education, glycemic control, and African Americans with 5667 results.
From the PubMed database, 118 articles were narrowed to 10 found to be relevant to the project.
Some of the articles were eliminated due to evidence of weakness in patients' selfmanagement. According to (Cheval et al., 2016), participants' engagement in DSMEP via
education and behavior change decreased hemoglobin A1c significantly. The following keys
words used in the Google Scholar database: diabetes self-management, diabetes education,
glycemic control, African Americans. The study includes 145 abstracts and 1389 participants.
Evidence revealed that structured implementation of a diabetes self-management education
program is patient-centered and delivered face-to-face is an effective method to decrease blood
glucose and hemoglobin A1c. The evidence-based literature supports the use of DSMEP to
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educate the rural health care communities to fill the gap in diabetes self-management. Utilizing
DSMEP in rural health care clinics with the proper training and skills will increase patients'
knowledge and behavior changes to decrease long-term complications from diabetes (Kumah et
al., 2021).
Theoretical Framework/ Evidence-Based Practice Model
The Diabetes Self-Management Education Program was a tool that promoted and
empowered African American individuals to gain knowledge of T2DM and its long-term
complications for uncontrolled. The theory utilized to guide this project is the Iowa Model (IM).
T2DM is a chronic and immobilizing disease that changes several people across the United
States. The Iowa model concentrated on improving the quality of care and indicated a
collaborative, interdisciplinary team approach that empowers continuity care. The considerations
used in the Iowa model are controlled with step-by-step problem decoding methods and contain a
critical component using a multidisciplinary approach throughout the project. In addition, the
Iowa model contributed advice and supervision, from identifying an appropriate clinical question
in a current rural healthcare facility setting up to disseminating results. The Iowa model's
hallmark is the integration of services, which includes substantial interaction between the team
members and elaborate nonstop open communication among patients and health care providers
(Green, 2020).
Description of the Evidence-Based Interventions
The diabetes self-management education was a program that promoted and empowered
African American individuals to gain knowledge about T2DM and its long-term complications.
In a study conducted in Thailand, diabetes self-care management is a provocation for patients
and families in rural communities. A single-blinded RCT evaluated a family-oriented
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intervention to prove diabetes self-management in each living with type 2 diabetes. According to
the article, the sample size was estimated based on a known (effect size = 0.58) primary outcome
of the diabetes self-management score (Mean difference = 8.35, SD = 14.28). There were 50
participants in each group. They anticipated that an estimated 40% of the subjects would be lost
to follow-up with results. Thailand's family-oriented self-management intervention program was
outlined to teach the rural communities about self-efficacy. According to Thailand's workbooks
and education, the subjects were asked to record their ADLs with new health practices. Diabetes
self-management was the primary outcome measured by the Summary of Diabetes Self-Care
Scale (Alacritous et al., 2021).
Implementation of the AADE 7 Self-Care Behaviors
The American Association of Diabetes Educators ( AADE) 7 Self-Care Behavior
guidelines were used to establish the Diabetes Self-Management Education Program, which
formed a paragon framework for the conceptualization of self-care management. Seven core
behavioral guidelines are utilized to develop the essential evidence-based practice therapeutic
interventions in caring for individuals living with diabetes. According to AADE, the seven
sections of self-management behavior change are healthy eating, being active, adherence to
medications, monitoring blood glucose, problem-solving, healthy coping skills, and reducing
complications. The AADE focuses on how important it is to consume vegetables, fruits, and
carbohydrates. Introducing this to T2DM individuals will enable them to incorporate learned
behavior into their daily lives (AADE, 2020).
Methodology
The project plans to improve African American individuals' knowledge, skills, and
uncontrolled glucose with an evidence-based diabetes self-management education program. The
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primary intervention for this project was to change behavior among the African American
population living with T2DM for better self-care to control blood glucose to decrease short and
long-term complications. The people selected for the project range from 19 to 75 years of age.
During their follow-up visits, the participants were chosen from a rural health facility found in
the Southeast region. The participants were instructed about the project and needed criteria that
had to be met before agreeing to take part in the project. Consents were obtained from all study
participants before project interventions. Participants' licenses and agreements were kept in a
lockbox for security and confidentiality in the physician's office. The project was implemented
for 4-weeks, and each participant was given a $10.00 gift card that was mailed to their address
on file.
Population and Setting
The study population of interest for the DSMEP is African American individuals with
uncontrolled T2DM aged 19 to 75 in a rural health care facility in the Southeast, with one
physician, one physician assistant, one licensed practical nurse, and two medical assistants. For
this project, the cultural ethnicity of the population was recognized as African American
individuals. The practice population consists of 75% African Americans. Among the 75%
African American individuals, 30% are treated for T2DM. Prospective participants were
randomly recruited from the electronic health records by age, race, and years diagnosed with
T2DM; invitations also occurred as patients presented to the facility to receive follow-up care for
diabetes management using a variable of hemoglobin A1c greater than 7.0%. Ten participants
agreed to participate. Informed consent was obtained from each participant before the start of the
project. The project planning was initiated in December 2021 after IRB approval.
Implementation of the project started in January 2022 and was completed in April 2022.
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Inclusionary /Exclusion Criteria for Participants
Inclusion criteria:
•

Individuals aged 19 to 75 years old

•

African American individuals who received care at the rural health care facility

•

Individuals diagnosed with T2DM

•

Individuals are competent in understanding English.
Exclusion criteria:

•

Individuals with T1DM

•

Individuals with gestational DM

•

Non- African Americans

•

Individuals diagnosed with T2DM < 6 months
Recruitment
Invitations to the study occurred as participants presented to the facility to receive follow-

up care for their diabetes. A flyer was created and placed in the waiting room, nurse's station, and
exam rooms, supplying information on the educational program that would take place and the
dates: January 14th to March 30th. The four-week academic phone calls occurred every
Wednesday to ensure participants followed DSMEP to improve glucose control. The PI used
inclusionary and exclusionary requirements discussed in the study population section.
Consent
Consents and agreements were obtained from all study participants before project
interventions. The purpose of the project and approval were verbalized at the time of getting to
ensure transparency and understanding. The purpose of the consent and agreement of the project
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was also stated, and their participation was voluntary. Participants may decide not to participate
in this study, and if they begin by completing this survey, they may still choose to stop and
withdraw at any time. Their decision will be respected and will not result in the loss of benefits
to which you are otherwise entitled. The consents were written on a 5th-grade literacy level to
clarify the participant's agreement. The licenses were signed and dated at the time data was
collected. Participants' consents and agreements were kept in a lockbox for security and
confidentiality in the physician's office (see Appendices A and B).
Design
The PI focused on improving glycemic control in the rural healthcare setting among
African American individuals in DSMEP-tailored meetings. The intervention was a quality
improvement project which consisted of a pre-and post-questionnaire and weekly phone calls
over four weeks. During these phone calls, individuals were reminded to record blood glucose
once daily and follow the ADA diet protocol for weight reduction. The project began after the
Institutional Review Board approved the implementation of this DSMEP (see Appendix C).
Chart Review
A pre-intervention chart review was performed upon IRB approval and four weeks before
the education sessions utilizing a Web-based approach to collect data from the patient's E.H.R.
with the patient and facility approval (Bostrom et al., 2020). Computerized technology will be
used to collect data from physicians caring for patients with T2DM in the rural health care
setting. Once the information has been collected from the physician's office, the office will be
provided with flyers to promote diabetes self-management classes to advance knowledge and
skills for better healthcare. Next, participants that attend via phone sessions will be explained
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what is expected for the duration of the program. Finally, the participants will be given a
questionnaire to collect demographic information about age, years with T2DM, and gender.
Risks and Benefits
Relative risks for this implementation were next to none. The project's overarching aims
are to improve glycemic control among the African American individuals living with T2DM in
the rural health care setting and self-management skills with the utilization of a diabetes selfmanagement education program (DSMEP). The main point lies within the scope of the primary
care providers as an expected constituent of care to be provided (ADA, 2018). The DSMEP
contoured into this form given the purpose and procedure for quality improvement. No
experimental drugs were attempted on this set of individuals outside the principality of standard
care.
Budget and Resources
All participants were provided with supporting handouts and material during the initial
obtaining of consent. At the end of the 4-week study, each participant received a $10 gift card for
completion of the study at their home address. After completing the project, the PI provided
lunch for the participating facility (see Appendix D).
Timeline
The timeline for this project started in December 2021 and continued until July 2022 (see
Appendix E). The project implementation incorporated collaboration with the office staff,
recruitment of participants, obtaining consent, collecting data, and performing analysis. The PI
obtained CITI training certification to follow compliance with guidelines for implementation of a
QI project (see Appendix F).
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Evaluation Plan
The QI project was evaluated over four weeks via telephone every Wednesday until the
study was completed. The data obtained from the participants were entered into a spreadsheet.
The PI reviewed spreadsheets several times for accuracy. All the participant's data was destroyed
according to the facility policy.
Statistic Considerations
Descriptive statistics were used to decide the percentage of participants who could
maintain the clinical recommendation for hemoglobin A1c of 7% or more minor. Data were
collected on the ten individuals who participated and completed the DSMEP between January
2022 and March 2022. The data were on lab tests and questionnaires before and four weeks postintervention. The outcome data consisted of glycemic control and pre/post-knowledge
questionnaires. In computing the means of the participant's glucose levels and knowledge, their
disease-related control can be decided as the risk for any additional interventions, such as
DSMEP.
Data Maintenance and Security
Participants were given a randomized identification code (ID) to protect their privacy.
These ID codes will be used through Excel and consent forms to compare pre-and post-op
questionnaire results. The project investigator administers these questionnaires, and the
predominant list of ID codes and names will be kept unattached from the original
questionnaires. Questionnaires will be set aside in a secured lockbox in the doctor's office, with
the project investigator only having the access code. Data retrieved from the chart audit will be
entered using the participants' assigned ID code and in a locked box within the doctor's office.
Data will be de-identified upon completion of data gathering, and only de-identified data will
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be used for analysis. Once the project is completed, the IRB will close, and the final
manuscript will be completed. All data collected and analyzed during the project will be
destroyed according to facility policy.
Results
The study (N=10) participants were African American individuals 37 to 75 years old who
received care at the rural health care facility. Many participants were women; 9 (90 %) participants
had T2DM for three years or longer, 8 (80%). The average blood glucose for individuals at the
initial DSMEP was 165. After obtaining the data, the participant's information was stored in a
secured Excel spreadsheet computer file. 100% of the participants met the goal of a blood glucose
level below 160. All ten participants completed the four telephone sessions required for the data
analysis for this project. Participants' average blood glucose level decreased by 12.6% after the
diabetes self-management education program. After performing a one-tail paired t-test with
Microsoft and Social Science Statistics 2022 software, a significant level of 0.10, the p-value was
0.066021. I used 0.10 going into the process because of the smaller sample size with two different
groups of data, blood sugar, and HbA1c levels. I wanted to see if there was a significant difference
at the 0.10 level of significance to warrant a follow-up study with larger sample size. This proved
a considerable decrease in blood glucose levels in the post-blood glucose screening.
The results suggested that the participant's average knowledge score increased by 9.1% in
self-management of T2DM. Using a significance level of 0.10, the one-tail paired t-test with
statistical science software yielded a p-value of 0.001886. This proved there was a significant
increase in knowledge scores on the post-questionnaire. All (N=10) participants who were 100%
had a 0.28% decrease in their HbA1c after completing the study. All (N=10) participants
acknowledged they were delighted with the results and the program (Cochran, 2022).
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Discussion
The DSMEP was found appropriate for participants to be willing and motivated to
change their daily lives for better health care. Even though the study had a minor (N=10)
participant, they were consistent with the literature review regarding the benefits and
sustainability of DSMEP. The participants who participated in the study had equivalent results
in HbA1c and satisfaction as those formerly known reported. The standards of the DSMEP
were reviewed, implemented, and evaluated. The intervention can improve individuals'
outcomes by increasing their knowledge and engaging them in managing their T2DM. The
data obtained was analyzed positively affecting glycemic control and participants' satisfaction.
Participants were educated about T2DM, self-management, and complications with
uncontrolled diabetes. The Iowa model concentrated on improving the quality of care and
indicated that a collaborative, interdisciplinary team approach that empowered continuity care
was critical in the overall outcomes of the DSMEP. When organizing a self-management
program, there is a need to consider the participants' satisfaction. The participants' satisfaction
brings about the stimulation of the diabetes instructor. In this study, participants developed
knowledge on how to engage themselves in self-management of their chronic disease. This
knowledge achievement is evidenced in the questionnaire result, as 100% of the participants
agreed they gained enough knowledge from the follow-up phone calls to make healthy choices
in their daily living (Bett, 2019).
Implications for Clinical Practice
The results in the implementation of DSMEP are based on the growing success of
participants' satisfaction demonstrating that the DSMEP effectively improved glycemic control.
This study facilitates DSMEP for African American individuals who receive care at rural health
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care facilities. Rural Healthcare providers, diabetes educators, and nurse practitioners benefited
from evidence-based DSMEP patient-centered to the distinctive needs of patients with T2DM.
Analysis of the DSMEP demonstrated effective glycemic control and improved patient outcomes
based on the lab values used in the management. This resulted in decreased blood glucose,
hemoglobin A1c and self-management increase (American Academy of Family Physicians,
2019). Further, patient-centered educational programs can benefit the patient, as demonstrated in
this project’s literature review and discussion (Abbott et al., 2021).
Implications for Health Care Policy
Before implementing the project, research showed no policy at the rural healthcare
facility where the DSMEP was utilized. In addition, according to the CDC, researchers found
that people living with diabetes in rural communities with insurance benefits are more likely to
participate in DSMEP than those living with diabetes without insurance (Rutledge et al., 2017).
The good news is that once a patient qualifies for Medicare. The services are automatically
available for service charge if the provider meets the criteria according to the CDC curriculum.
These latest changes provided by CMS Medicare Diabetes Prevention Program (MDPP)
promote more suppliers to boost enrollment for better patient outcomes. CMS predicts that the
new expedition will decrease the burden of T2DM in rural communities (CMS, 2021).
Implications for Quality/ Safety
According to the chart review, before implementing DSMEP in the rural healthcare
facility, there was no diabetes prevention program for referrals for T2DM patients. According
to reviewed literature, early prevention was new, and long-term diagnosis with proper care will
decrease or slow the progression of T2DM. Due to the COVID-19 epidemic, CMS has
expanded the services for preventive care. CMS has provided several Diabetes Prevention
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Programs to assist with the burden of uncontrolled diabetes in rural communities that help
support T2DM self-management (CMS). That is why it is so essential for providers and staff
members to emphasize gaining the training and knowledge of DSMEP to help patients living
with T2DM for better health outcomes (Beck et al., 2017).
Implications for Education
Several studies indicate how important it is to educate to increase knowledge and selfcontrol among individuals living with T2DM. Furthermore, participants showed interest in
further education to prevent long-term complications gainfully after the PI ended the study.
Even thorough CMS suppliers are limited in rural communities. The provider is a home base to
encourage and support glycemic control during initial and follow-up office visits (Cheval et al.,
2016). The provider will review planned schedules, extend visits for newly diagnosed diabetic
patients for DSME and answer questions. The provider and staff will utilize DSMEP
questionnaire to screen prediabetes and newly diagnosed just to obtain a baseline before
treatment (Schmitt et al., 2013).
Limitations
Limitations of the study involved sampling size (N=10), participants' age, gender, and
learning preferences. The average age of the participants was 56 years old, ranging from 37 to
75. Data was collected from one facility, which could also be considered a further limitation
because it does not depict the health of the individuals in the entire southeast region. In
addition, the study was only offered to African American individuals, limiting the possible
participation of participants who speak other languages. Another limitation identified was no
comparison group of participants that have received DSMEP, which would have been
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beneficial to see the effects of the intervention and compare to those who have not received
DSMEP as an intervention.
Dissemination
The findings analyzed for this study have been disseminated through a PowerPoint
presentation, poster, and manuscript. In addition, PI presented the DNP project to the rural
healthcare provider and staff members during a luncheon. Finally, the DNP manuscript will be
placed in the University's Library for peer review.
Sustainability
As a PI, implementing DSMEP for diabetes includes many factors. First, access the
community to see what resources are available to the public. Secondly, visit the local physician’s
office to review the policies in place for T2DM patients that receive care at the facility. The
providers will be informed on how to apply and apply with the CMS to become suppliers and
how to be reimbursed for educating T2DM patients. Next, schedule an appointment to meet with
the mayor to build a rapport and inform them of what needs to be implemented for patients living
in the community with T2DM and look forward to community support to accomplish the goal.
Finally, reach out to the local nursing school for volunteers to participate in health fairs when
available. A health fair in the community will bring about change and let people of the
community know they are not alone in this battle to maintain diabetes.
Plans for Future Scholarship
When self-management is used, a protocol should require that the patient's nursing staff,
and physician agree that patient self-management is appropriate (Palatucci, 2021). In addition, by
the national standards for DSMEP, all people with diabetes should participate in a diabetes selfmanagement education program to facilitate the knowledge, skills, and ability necessary for
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diabetes self-management. Diabetes self-management education is recommended to maintain and
sustain skills and behavior changes needed for ongoing self-management to decrease long-term
complications associated with T2DM (Care, 2019). The study has indicated that DSMEP is
limited to rural communities. For sustainability, the project investigator has furnished the
provider and staff with printed evidence-based material to support and educate all T2DM
patients on the AADE guidelines during follow-ups and treatment visits.
Conclusion
Diabetes is the seventh leading cause of death in the United States. The burden of T2DM
affecting African American communities is increasing every year. According to research,
African American individuals living with diabetes in rural communities are three times higher
than any other race to have lower extremity amputation due to lack of uncontrolled blood
glucose. Individuals with diabetes should understand the importance of glycemic control,
medication adherence, nutrition, exercise, and foot care to prevent long-term complications
(NCCDPH, 2022). It is so important to be a PI implementing DSMEP is patient-centered
education to obtain glycemic control in the rural health care setting among African American
individuals living with T2DM. Data collected and analyzed via weekly phone calls and text
messages provided evidence that educating African American individuals can improve self-care
behavior change for better outcomes. To sustain the DSMEP in rural healthcare communities,
providers and staff members must obtain the necessary training and skills according to CDC's
evidence-based practice curriculum to decrease the burden of T2DM (CDC, 2021).
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Appendix A
Participant Consent Form
TITLE OF STUDY: Implementing Diabetes Self-Management Education Program to Improve
Blood Sugar in African American adults.
Principal Investigator: Patricia Jackson, MSN, RN
This consent form is part of an informed consent process for a DNP student project, and it will
provide information that will help you decide whether you wish to volunteer for this project. In
addition, it will help you to understand what the study is about and what will happen during the
project.
If you have questions during the project, you should feel free to ask them and expect to be given
answers that you understand entirely.
After all your questions have been answered, you may complete the attached survey and
participate in the educational session if you still wish to participate in the project. You are not
giving up your legal rights by volunteering for this research project.
Why is this project being done? The DNP quality improvement project aims to increase
patients' knowledge and self-care management about diabetes using the Diabetes SelfManagement Educational (DSME) tool. The project also plans to improve blood sugar to
decrease A1c results. The study will be run for four weeks with an estimated 20 participants
involved.
What will you be asked to do if you participate in this research project?
The Principal Investigator will survey potential participants before attending an education
session using a questionnaire that includes 16 questions with a rating scale about your knowledge
of diabetes self-management. Your responses to the questionnaire will be used to analyze the
study results. Therefore, the results may benefit people with diabetes by helping improve how
doctors and nurses can support people to understand and manage their chronic health problems
better. A second survey will be conducted after the program has been completed.
What are the risks or discomforts you might experience if you participate in this project?
No expected harm can occur from participating in this study. Therefore, participation in this
study is of no cost to you.
How will information about you be kept private or confidential?
All efforts will be made to keep your personal information in your research records confidential,
but total confidentiality cannot be guaranteed. Only randomized ID codes will be placed on your
survey without the addition of any other personal identifiers. Surveys will remain within the
doctor's office, and information will not be removed from the premises until all identified
information is released.
What will happen if you do not wish to participate in the project or if you later decide not
to stay in the project?
Your participation is voluntary. You may decide not to participate in this study, and if you begin
by completing this survey, you may still choose to stop and withdraw at any time. Your decision
will be respected and will not result in the loss of benefits to which you are otherwise entitled.
Have you read the above and had the opportunity to ask questions? Please sign below. If you
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agree to participate in this research period, a copy of this form will be given to you to retain for
future reference. If you have any concerns about your selection or treatment as a research
participant, please contact Patricia Jackson, MSN, RN, principal investigator at (334)372-2162
or pjackson2@stu.jsu.edu.
Participant’s Signature: __________________________________Date__________________
Principal Investigator: ___________________________________Date__________________
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Appendix B
Agreement to Participate
AGREEMENT TO PARTICIPATE
1. Subject consent:
I have read this entire form, or it has been read to me, and I understand what has been
discussed. All my questions about this form or this study have been answered.
Therefore, I agree to take part in this research study.
Subject Name ____________________________________
Subject Signature _________________________________Date: __________
2. Signature of Investigator/Individual Obtaining Consent:
To the best of my ability, I have explained and discussed the study's complete
contents, including all the information contained in this consent form. In addition, all
questions of the research subject and those of their parents or legally authorized
representatives have been accurately answered.
Investigator/Person Obtaining Consent (printed name): Patricia Jackson
Signature: ___________________________________ Date: ____________
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Appendix C
University IRB Approval

INSTITUTIONAL REVIEW BOARD
JACKSONVILLE STATE UNIVERSITY

Institutional Review Board for the Protection of Human Subjects in Research
203 Angle Hall
700 Pelham Road North
Jacksonville, AL 36265-1602
December 9, 2021
Patricia Jackson
Jacksonville State
University Jacksonville,
AL 36265
Dear Patricia:
Your protocol for the project titled "Implementation of a Diabetes Self-Management Education
Program in a Rural Health Care Setting to Improve Glycemic Control in the African American
Adult Population" 120920201-07 has been granted an exemption by the J.S.U. Institutional
Review Board for the Protection of Human Subjects in Research (I.R.B.). Please notify me
immediately if your research deviates from that listed in the protocol. One year from the date of
this approval letter, please send me a progress report of your research project.
Best wishes for a successful research project.
Sincerely,

Lynn Garner
Associate Human Protections Administrator, Institutional Review Board Phone: 256-782-8144 •
Fax: 256-782-8146 • www.jsu.edu • An Equal Opportunity I Affirmative Action Employee
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Appendix D
Budget and Resources
Items
Flyers

Budget
$100.00

Actual Cost
$50.00

Educational
Materials

$200.00

$150.00

Gifts Cards for
Participants

$100.00

$100.00

Luncheon for
Participating Agency

$200.00

$200.00

Final Bound Copy of
Manuscript

$200.00

$200.00

Total Cost:

$800.00

$700.00
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Appendix E
Timeline
Task

IRB Approval

Recruitment
of Participants

Obtained
Consents
&
Pre-test
Implementation
of Project
Collect Posttest
and Analyze
Data

Results
Reviewed with
Facility

December

January

February

March

April
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CITI Training Certification

